
glory in this brilliant noonday of abdominal sur¬

gery. The century which in a few years will have
rolled on to the eternal past, has placed in the mag¬
nificent temple of medicine many pillars of surpass¬
ing beauty and grandeur, while its surgical columns
have risen high toward Heaven where as gilded
towers, they fain would vie with the God-given sun¬
shine in dispelling the chill and gloom of human
agony.

Ohirurgia's tower, thy lights resplendent blaze
Dries woman's tears, and lengthens out her days ;
McDowell and Sims of our Columbia's clime
Began the work moved onward nigh sublime.
To women, then, these blessings shall be given—
Queen of the home and home the type of Heaven.

Abdominal surgery is proud of her past because
it is prophetic of her future. Even now in the vital
present it shall stand forth unchallenged as the
crowning glory of all science and of all art.

SECTION ON OBSTETRICS AND DISEASES
OF WOMEN.

Tuesday Afternoon—June 5.
This department of the American Medical Association

met in Covenant Hall, Odd Fellows Building, San Francisco,
on Tuesday at 2 p.m. June 5, 1894. Dr. Joseph Eastman, of
Indianapolis, presided, and delivered the opening address
and read a paper on

" Removal of Fibroid Tumors."
It was moved and seconded that the paper read by Dr.

Eastman be received for publication. Carried.
The regular Secretary being absent, Dr. Eastman ap¬

pointed Dr. H. P. Newman, of Chicago, to fill the position
during this Convention.

Dr. F. H. Martin, of Chicago, then read a paper on the
 "Treatment of Fibroid Tumors of the Uterus," followed by
Dr.  .  . Montgomery, of Philadelphia, with a paper on
" Removal of Fibroid Tumors through the Abdomen."

A discussion of the three papers was then taken up. A
motion was made, seconded, and carried, that Dr. R. E.
Horton, formerly a surgeon of Indianapolis, should open
the discussion.

discussion.
Dr. Horton—This is unexpected that I should be called

upon in this way to discuss this question, and I may be ex¬

cused, probably, if I only make a few remarks on the occa¬
sion.

I have in my past life pursued this line of thought and
practice. I have operated a number of times on this class
of trouble. While it is true that we have three methods
presented to us for the purpose of dealing with fibrous
tumors, it is also true that medical men are not yet agreed
as to the methods which shall be selected. I am one of
those who do not believe that we can bring this question of
operative method to a single method alone.

I have had a little remarkable experience on some lines.
I have one case in my mind which would be difficult for these
gentlemen to decide on any one of the three lines suggested
here to-day. I recognize the fact that this question is a dif.
ficult one, but it has been opened up very much by our

methods in ovarian procedure, by the removal of ovarian
tumors, etc.

I occasionally came across this class of trouble, of fibrous
tumors, and I found difficulties, as they have already related
—difficulties in my own mind as to the proper course to be
pursued. As the chairman has remarked, a man needs a

clear thought and a steady hand, and a determination to win
on the side of the patient, or else he certainly would not suc¬

ceed with the class of tumors we are considering. The method
of enucleation is one of those customs which is open to dis¬
cussion. The abdominal method is one which has been
pursued both for tumors that were not fibroid and ovarian as

well.

Now the question comes back to us, What method shall
we pursue, the abdominal or the vaginal? It can only be
determined, as I apprehend, by the relative conditions
of the case after having made a clear and careful examina¬
tion. I have found it so in my own experience at any rate
I have had to decide these cases for myself when there was

nobody to help. In these last few years I have been out on
the western plains of Texas seeking health, and still contin¬
uing my work, and I have found it necessary to decide these
questions entirely by myself, as I had nobody to go to and
no one to call to my aid. These questions have come before
me as they are presented here to-day.

I want to say in reference to ligation of these vessels, it is
a question that years ago I determined in my own mind
would be a successful method of controlling hemorrhages,
not only in matters connected with tumors, but in other
matters of hemorrhage. I am satisfied that we have come
close to the time, if not already presented to us,when uterine
hemorrhage can be controlled by ligating these vessels.
You have all heard in a paper that has been read that the
broad ligaments may be tied in such a way that it adds but
little to the danger of the patient in hand. That is an effect
which I have worked for in my own experience. I will very
briefly allude to a case in which I think these gentlemen
would neither enucleate or lígate the vessel. They would
be forced, as I believe, to resort to the abdominal method
in preference to any other method in the removal of the
tumor.

I was called to a case of fibroid tumor where there was a
mass of forty-five pounds in weight to be removed. It was

growing out around the neck of the uterus. It was a ques¬
tion whether to remove it, as the patient had already been
reduced to an extreme degree, or to let her die by letting it
remain. I decided to operate upon it. She was advised as
to the possibility of her death even upon the operating table,
and also that she might recover. An abdominal operation
was performed. The uterus was entirely imbedded in this
mass of fibrous tumor. It had grown out from the base of
the uterus and around its neck in such a way that the pelvis
and the abdomen was entirely filled up with this growth. I
decided that it could not be removed by an incision of the
vagina and that the only method was the abdominal method,
also that this was the only possible chance for the patient.
I decided that we would have to ligate these vessels, as has
been suggested here—ligate in such a way as to avoid the
possibility of hemorrhage in the abdominal cavity. That
operation was successfully made—successful so far as the
operation was concerned, but not saving the patient's life.
I am not ashamed to say that I made a failure.

ORIGINAL ARTICLES.

REMOVAL OF UTERINE TUMORS THROUGH
THE ABDOMEN.

Read in the Section on Obstetrics and Diseases of Women at the Forty\x=req-\
fifth Annual Meeting of the American Medical Association, held

at San Francisco, June 5-8, 1894.
BY E. E. MONTGOMERY. M.D.

PROFESSOR CLINICAL GYNECOLOGY JEFFERSON MEDICAL COLLEGE;
OBSTETRICIAN TO THE PHILADELPHIA HOSPITAL; GYNECOLOGIST

TO JEFFERSON AND ST. JOSEPH'S HOSPITALS AND CONSULTING
SURGEON TO LYING-IN CHARITY HOSPITAL,

PHILADELPHIA. PA.

The earliest abdominal operations for uterine
growths were undoubtedly not deliberately premed-
itated but were errors in diagnosis. The abdomen
had been opened for removal of an ovarian tumor.
Between 1825 and 1851 fourteen such operations were

reported, of which five had a fatal termination. Some
surgeons then became bolder and ventured to extir-
pate subserous pediculated tumors. Granville had
an unsuccessful, and Atlee and Lee successful cases.
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Burnham in 1853 was the first American surgeon to
undertake a partial extirpation of the uterus, while
Kimball first practiced hysterectomy for an inter-
stitial fibroma the cause of violent hemorrhages, and
his patient recovered.

Partial extirpation of the uterus, in which the cer¬
vix uteri was used as a pedicle, early developed two
methods of treating the stump,—the intra- and the
extra-peritoneal.

The ligation and return of the stump to the abdom¬
inal cavity would seem the natural and more desira¬
ble procedure, but the elastic character of cervical
tissue would permit the stump to shrivel so that its
vessels were no longer compressed, and violent often
fatal hemorrhage would follow the closure of the
abdomen. The stump could not be secured en masse
with sufficient firmness to insure against its occur¬
rence. Koeberle made a great advance over ligature
en masse when he suggested the metallic loop. Péan
in 1870 reported a successful case and later pub¬
lished a work in which he presented such precise
rules for the various details of the operation as to
permanently associate his name with the extraperi-
toneal treatment of the stump. The operation con¬
sists in making an incision sufficiently large to per¬
mit the mass to be raised up and brought out. Where
the cervix is long and readily affords a pedicle, fixa¬
tion pins may be introduced beneath which the wire
of the serre-nœud is applied. If the pedicle is short
it will be necessary first, to ligate and cut through
the broad ligaments. The pedicle is placed in the
lower arch of the wound and its peritoneal covering
which has been stripped back stitched fast to the
parietal peritoneum,—unless the two surfaces can
be held in apposition by the serre-nœud. The wound
is closed and the stump so treated as to produce des¬
iccation and separation of the strangulated portion
without suppuration. The rubber ligature may be
substituted for the metallic wire.

The great advantage of the extraperitoneal method
is that the stump is under observation and the occur¬

rence of hemorrhage immediately recognized and
readily arrested. It has a number of disadvantages.

1. The tumor may have so distended and involved
the cervix as to render the establishment of a pedi¬
cle sufficiently long to be treated externally very
difficult, and the resulting traction may be so great
as to cause severe pain and extensive ulcération from
the pressure of the pins.

2. It is difficult to keep the external devitalized
portion of the stump aseptic and prevent suppura¬
tion.

3. With separation of the external portion there
is retraction of the stump leaving an excavation to
fill up by granulation, thus prolonging convalescence.

4. With a large stump and its subsequent retrac¬
tion there must necessarily result a weakened ven-

trum, greatly increasing the danger of subsequent
hernia.

Kleeberg, of Odessa, in 1876 suggested the use of
the elastic ligature to control hemorrhage and favor
the intra-abdominal treatment of the stump. It is
certainly efficient in the first object but the strangu¬
lated stump does not always obtain sufficient nour¬
ishment to prevent it sloughing, and thus become a
source of danger from infection. A similar danger
occasionally attends the formation of flaps which are

subsequently sutured with deep buried and superfi¬
cial catgut sutures as suggested by Martin.

In one case the writer had the entire surface of
the stump slough. Fortunately he had used gauze
drainage which afforded an escape for the mass and
thus saved the life of the patient.

The greater familiarity of detail secured throughfrequent operations, and the desire to avoid the dis¬
advantages of the extraperitoneal method, have led
to a marked revision of the former methods of ope¬
rating, in which the entire uterus is removed, or

only a small portion of the cervix is retained. As a

preliminary to the operation the vagina should be
thoroughly cleansed by scrubbing with a 2 per cent,
solution of creolin which contains tr. sapon. viride»
3i to the pint. The solution should be removed by
washing with sterilized water. The mucus should
be curetted from the cervix and the canal be packed
with gauze. The vagina should be tightly packed
with gauze for the double purpose of raising the uterus
and rendering plain when the vagina is reached.
This procedure enables the operator to more readily
secure the uterine arteries and displaces the ureters
from the field of operation.

When the tumor is small it is better to place the
patient in the Trendelenburg posture, as the deeper
pelvis can thus be better inspected. After raising
the tumor upon the abdomen, the peritoneum should
be incised and pushed down, forming anterior and
posterior flaps, the uterine arteries ligated and fin¬
ally the ovarian. The broad ligaments cut and the
posterior wall of the vagina opened. The removal of
the tumor including the entire uterus is now easy.The tissues are cut with scissors hugging closely the
cervix. The pelvis should be carefully sponged, anybleeding vaginal vessels secured and the peritoneal
flaps united with fine silk or animal continuous
suture. The closure of the peritoneal wound
excludes from the abdominal cavity all the ligatures.
The gauze should now be withdrawn from the vaginaand a gauze drain be loosely placed between the raw
surfaces to insure drainage.

The alternate operation to this, denominated the
Eastman, Goffe or Baer operation consists in secur¬
ing in a similar manner the ovarian and uterine arte¬
ries and cutting through the cervix, leaving that por¬tion which is inclosed by the upper part of the vagina.

The cervical canal may be sterilized by cauteriz¬
ing it with the thermo-cautery by carbolic acid, or it
may be left alone. Some stretch the canal and pass
through it a piece of gauze which serves to drain the
cavity beneath the peritoneum ; while others avoid
any drain. The peritoneal flaps may be apposed by
continuous suture or be held in apposition by one or
two central sutures. Either of these operations indi¬
cate a marked advance in peritoneal surgery, as theyafford an escape from the disadvantages of the extra-
peritoneal treatment of the stump.

Of the two procedures, the entire removal of the
uterus seems, to the writer, the preferable procedure.
The retention of the stump does not afford any espe¬cial facility in the operation, it is of no especialsubsequent advantage to the patient and when large,through the decreased nutrition after ligation of the
uterine arteries, it may be a source of sepsis.

ENUCLEATION.

All the methods for the removal of fibroids we
have thus far discussed involve the sacrifice of the
uterus. In subperitoneal pedunculated growths
where the uterus was otherwise free, the sacrifice of
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the organ would certainly be unjustifiable and myo-
mectomy would be the proper procedure. There are

growths, however, which involve the wall of the
uterus, in which the tumor may be enucleated and
the genital functions remain undisturbed. The ope¬
ration consists in opening the capsule of the tumor
and displacing the growth from its bed, then after
trimming away shreds and drying cavity, introduce
sutures so as to completely close the cavity. The
peritoneum should be closed over the deeper sutures.

discussion.
Dr. Lapthorn Smith, Montreal—I have nothing to say

but words of highest praise for the excellent papers we have
listened to with so much appreciation. I think Dr. Mont¬
gomery has presented very fairly the present ideas he holds
with regard to the treatment of fibroid tumors by the vari¬
ous methods which are now in use. But I think we may say
a few words more about a few points which have not been
touched upon. I think that I express the feelings of nearly
every practitioner who has to deal with these cases, that
were it not for the inevitable death rate, we would all be in
favor of the total extirpation of the uterus. But that terri¬
ble point of death rate is the one shadow that is overhanging
us all the time, and the only thing that is following me all
the time when I am deciding how to treat a woman who
puts her case in my hands, suffering from a fibroid tumor.
That is why I risk being called slow sometimes—when I
treat that woman with electricity for two or three months
before I decide to have an operation. But I am glad to say,
and it is my duty to say it here, that I have a great many
women, perhaps thirty or forty, who have within a few
months or half a year been restored and are enjoying good
health, are free from pain and hemorrhage, and were treated
only by galvanism and general constitutional remedies.
But, unfortunately, electricity does not cure all cases. Now
and then a case we treat for two or three months with elec¬
tricity is not cured. Then we must do something more. In
deciding what to do next I think I must still keep that death
rate in view, and if I can cure the hemorrhage by an ope¬
ration which has no death rate, or almost no death rate,
that is the one I would give her the choice of next. It is for
that reason I admire so much the operation of Dr. Martin,
of Chicago, and why I think his paper has been so valuable
to all of us. That is an operation, it seems to me, almost
free from danger, and one we should be in favor of before
we resort to one, which in the very best of hands has a death
rate of 5 per cent. We can not expect that many can attain
the splendid results which Dr. Eastman has. It is only after
a long time and with unusual experience and unusual ability
that a man can remove large tumors by this method with so
small a death rate. In a few years, perhaps, when the ope¬
ration has been so perfected that many more of us can hope
to attain his results, we may say that is the operation to
choose next. I wish to be understood, however, that I have
nothing but words of admiration for the operation that Dr.
Eastman performs. I am speaking for the majority of prac¬
titioners, even for the majority of specialists, and I say we
should give the women the benefit of Dr. Martin's operation
before we subject them to an operation which, in the best of
hands, will give a death rate of 5 per cent., and in the hands
of those less skilled a death rate as high as 10 or 15 per
cent.

I wish to answer the question as to whether I punctured
the tumor when using electricity. I wish to say distinctly
that I do not, for the reason that I believe it would
introduce an element of danger.

I also wish to answer another question that has been
asked, and which is a question of great interest : Does elec¬
tricity ever cause degeneration of a tumor which had not

been degenerated before? At one time I thought it did so,,
but on studying two or three cases subsequently I found the
fault was not in electricity, but in the one who diagnosed
the cases. A patient was sent to me whom five experienced
physicians decided had a fibroid tumor. I applied electri¬
city for six weeks, and finding the patient no better  
advised an operation, and found, not a fibroid of the uterus
but a great big sarcoma of the ovary. The fault was not
with electricity, but with the diagnosis.

I have also had two cases of sarcoma occurring in the
uterus which I believed was fibroid. So it looks as if the
fault is more in diagnosing than the application of
electricity.

Dr. F. H. Martin—I have been very much pleased with:
the reception given to my part in the meeting this after¬
noon. I wish to eradicate one idea that may have been left
on the minds of a few who are not acquainted with me, and
that is in regard to this so-called conservative operation
that I have brought forward. I think the key-note was
struck by Dr. Lapthorn Smith when he stated that we should
not be afraid of conservatism. If you have all got the idea,
that I never did any work except to play with electricity, or
do some little minor operation in the cervix, you are very
much mistaken. My operation is not one that applies to all
cases, and I want it distinctly understood that I do as much
abdominal surgery in Chicago as any one, and it is not a,
conservative operation that I have developed and adopted
because my courage is not great enough to do abdominal
surgery. This operation was developed for the purpose of
avoiding the necessity of submitting a patient to that inev¬
itable death rate of 5 per cent. I have been unable to get
below that, and I know of very few that have. I believe
that I have been able to get as low as any one. This hyste¬
rectomy is a thing that brings gray hairs to the abdominal
surgeon. From the time we operate on these cases until
they are "out of the woods," as we say, they are a constant
worry to every abdominal surgeon.

I do not want you to think for a moment from the remarks
that I have made that I would adopt this operation for every
case of fibroid tumor—that I would do hysterectomy in
every caEe where I could not do this operation. I want you
to bear in mind that in the great Gynecologist Convention
held in Washington in 1876 that I was one of the chief con¬
tributors and that I then reported a great many cases that
I had operated on at that time. I have had the pleasure of
being called an electric crank with my friend Dr. Lapthorn
Smith, and others. I do not want you to forget that I
believe in the use of electricity. The day before I left Chi¬
cago I operated upon a case sent to me by a physician. I
did the operation, but I believe if I had the thing to do over
again and had a little more time I should have used hyste¬
rectomy. I ligated the broad ligaments, and fortunately
succeeded in ligating enough to include not only the uter¬
ine artery, but I think, all the branches.

I wish to add my testimony in regard to the effects of
electricity in these fibroid tumors. I have never known
malignant trouble to follow its use; and I have never
known malignant degeneration to follow this process I have
described to-day. Although it is only two years old, I can
speak from a good deal of experience on that point. I have
had malignant cases, so-called, referred to me, and one case
in particular was referred to me by one of the best diag¬
nosticians in this country as having a tumor as malignant
as sarcoma. He said: "If you can cure the hemorrhage by
electricity I believe you can cure the case." I treated the
case, and succeeded in checking the hemorrhage and reduc¬
ing the tumor, and as he expressed it, cured the patient. I
said: "Doctor, you made a mistake in your diagnosis." He-
said : "I don't believe it."

Downloaded From: http://jama.jamanetwork.com/ by a Oakland University User  on 06/06/2015



Now in the discussion of hysterectomy there has been one
method that has been somewhat slighted ; I don't believe in
slighting any one, and especially if that one happens to be
from Chicago. In my article I stated that in the operation
of abdominal hysterectomy, if I could take my choice it
would be this way : Payne last, Byford first, and Eastman
next. The reason I prefer Byford is because we leave that
key to the arch that has been spoken of in the vault of the
vagina and cervix. The operation is performed down
through that point exactly as Baer's operation is performed ;
the broad ligatures are ligated, and the tumor is cut off
above the cervix; the cervix is cored and sewed up, the
perineum is sewed over that, and then a small opening is
made anterior to the cervix in the vault of the vagina, and
the cervix is introverted into the vagina. If we have not
succeeded in tying the uterine artery thoroughly, as we

sometimes fail to do, you have the hemorrhage where it can
be controlled. This makes, to my mind, an ideal method ;
your stump is outside and at the same time you have all
the spring and give ; there is no pressure on the bladder, no

drawing of the abdominal wall; there is no absolute fixa¬
tion, and you have preserved the key of the arch.

I will now take up the point made by Dr. MacMonegle as
to the advisability of allowing a woman to become pregnant
following an operation, as to the advisability of ligating so

much of these tumors, and as to whether degeneration
would not occur—that is, so much of the nutriment would
be shut off that gangrene will occur.

In the first case I operated on I ligated one side, and after
ligating thoroughly I noticed that the cervix changed color
and the woman was flowing badly at the time. The hemor¬
rhage ceased and I started in to ligate the opposite side and
did a very poor job—that is, I was really afraid to ligate
the opposite side of that broad ligament for fear I would
get gangrene. That case is not one of my star cases. It
has not done as well as I would have liked, although the
woman is very much improved in health. I believe I made
a mistake in not ligating thoroughly. We must remember
this : We wish to cut off the enormous blood supply and
starve the tumor ; we must understand that the tumor in
order to have growth must of necessity draw upon the blood
supply. After I had ligated the broad ligaments enough to
include both ovarian arteries, while I cut off two-thirds of
the blood to the tumor, there was probably more blood
going to that tumor than would go to a normal uterus. And
for that reason I believe we can safely cut off three arteries
—two on one side, and one on the opposite—and there will
be blood enough to supply a normal pregnancy. I am sure

that in a very few years I will be able to settle that point
definitely. I believe that two or three of these cases I have
operated upon for genuine fibroid will be put into a condi¬
tion so that pregnancy will occur.

Now in regard to the preparation of the patient : It is
impossible to make the vagina clean without cleaning out
the uterus. The first thing is to bring it down, dilate it
and thoroughly clean it. I would not have an aseptic stump
in the operation. I would pack it with gauze and allow it
to remain long enough so that my side incision healed
before the gauze was removed. I have had, as you noticed,
suppuration in one case. An abdominal wound, even

where everything is favorable, occasionally suppurates—at
least in my experience.

I wish to thank the Association for their kind attention.
(A motion was made by Dr. F. H. Martin that the Chairman

close the discussion, which motion was seconded and carried.)
Dr. Eastman—Patients and tumors talk more eloquently

than doctors. Some of you will remember that the main
argument which I advanced in connection with the method
which I have just described, was a method applicable to all

cases, regardless of the form of tumor. I am well convinced
that Dr. Martin's method is a very good one. I, at his sug¬
gestion, used it in one case. But if a man is going to be an
abdominal surgeon he must have a good deal to do with the
women, and if he does not please the women he will soon
have no business. The women in whom I have removed the
ovaries and allowed the tumor to remain, and the women in
whom I ligated the uterine arteries, the tumor still remain¬
ing, are very unhappy ; they are following me by faith and
not by sight. They may obtain sight later on, but thus
far they say : "I wish that tumor was gone ; it haunts me
the last thing when I go to sleep and the first thing when I
wake up in the morning."

But I can conceive of cases where the operation is advisa¬
ble and, as I say, I used it in one case. I think the woman
following me by faith a little further, can see I did a wise
thing in not removing the tumor. But it is necessary for us
to seek the truth and to get at the actual facts in the advo¬
cacy of any particular method. As my friend suggested,
set out the peculiarities of a given case and apply our
remedy.

Now I wish to ask Dr. Martin how he could tell the gan¬
grenous mass existed in the tumor. I have dealt with some
five or six cases this year where I had gangrenous nodular
masses in the tumor. If I had ligated the arteries in those
cases I surely would only have contributed to the death of
the patient. The operation of ligature is applicable in some
cases. But I would like to ask any one how it is we are
going to determine in any given case that the tumor is gan¬
grenous or not. This "grip" that has been going around has
seemed to spend its force in the point of least resistance, in
the tumor, and gangrene has been the result in a number of
cases.

I will call your attention to this tumor before us. Right
here is the cervical canal. Now I want to ask the gentle¬
men who fix the pedicle in the abdominal wound what they
would do in this case. Electricity will not do, ligating will
not do, for here is a gangrenous mass. Dr. Baer can not tie
the uterine arteries, as he suggests, because here is a mass
absolutely filling up both sides of the uterus. How are we
going to get at the uterine arteries?

It is especially to this sort of case that I have directed my
attention—and which is the subject of my paper—and I
ligate the artery at this point here (showing), and I see no

necessity for ligating the same artery again. As has been
proven in the specimens here, we can peel back and go be¬
tween the arteries of the uterus and enucleate the mass.

I had another case where I thought of ligating the arteries
as suggested by Dr. Martin, but the tumor was imbedded in
the pelvis to such an extent that it was very difficult to
reach them ; the pelvic roof was drawn up, and I could not
reach them in that case. Those are simple cases where it is
not available. So that all methods are not applicable. If
there is any method available in all cases it is the one I have
been describing. The point I make is, that where there is a
good cervix, where it is not disorganized, that this can be
enucleated in less time than you can adjust the ligatures
and perform the other operations. Thisenucleation method
will bear you out when the other methods are absolutely
ruled out and can not be considered in that class of tumors.

It was suggested by some gentleman in the discussion that
a little piece of gauze be put through the cervix for drain¬
age. I most emphatically protest against this. If there is
a drainage down into the vagina it must be thorough, so
there can be a thorough washing out. If you are going to
drain into the vagina, cut wide enough so you can pack in
plenty of gauze. I prefer a rubber drainage tube. A drain¬
age which is not perfect is absolute worthless and decidedly
dangerous.
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I want to be fair with the advocates of all these methods'
It has been said: "Why fix the pedicle in the abdominal
wound?" As I said in my paper, you have practically but
one wound, whereas in all these other methods of total ex¬

tirpation you have two wounds.
I have not, for reasons, referred to any gentleman across

the water so far as dealing with fibrous tumors are con¬

cerned; we need go no further than Boston, for we are as
advanced in methods and have as much success as in any
part of the world.

It seems to me that nothing could make me happier than
such perfection of methods (I put that in the plural) as will
make the mortality so low that women will not dread the
operation, and that we can point them to patients here and
there who have been entirely relieved of fibroid tumors.
This century of surgical triumph will surely accomplish all
this. We are in the right line in discussing all these
methods, weighing every method for what it is worth. There
are those who are dying little by little ; they are living in
death ; they are dying in life. They have repeatedly said to
me that their life was not worth living, and they would
be willing to be launched into eternity from the operating
table rather than to feel that tumor there.

I refer in my paper to some seven cases in as many months
where the patients were dying of tumors which were gan¬
grenous. One lady came from Chicago with a fibroid tumor
which she had carried for fifteen years. It seemed as if the
patient was dying from internal hemorrhage. She was

brought to me on a stretcher. I opened the abdomen and
found several quarts of bloody serum. I succeeded in remov¬

ing it. That case is a warning to all women who have
fibroid tumors.

So I most emphatically say the statement that there is
such a heavy mortality following hysterectomy must be put
beside the statement that fibroid tumors are dangerous,
and we can never know when they are harmless ; when
dangerous I think the fibroid tumor had better come out,
and if there are nodular masses low down, take it out by
the roots.

A CASE OF GANGRENOUS NECROSIS OF THE
MAMMARY GLAND.

Read in the Section on Obstetrics and Diseases of Women, at the Forty-fifth Annual Meeting of the American Medical Association, held
at San Francisco, June 5-8,1894.
BY J. SCHNECK, M.D.

MT. CARMEL, ILL.

On Dec. 3, 1891,1 visited Mrs. C, who lives three miles in
the country. She is a large, healthy woman with a goodfamily history as to health, morals and cleanliness; has
always lived on a farm. The house in which she lives is a
large, new frame building, situated in a healthy location.
She was then, at the age of 39 years, nursing her second
child, which was healthy and in its seventeenth month. The
mammae were of medium size, and had never given her any
trouble previous to this attack. The family had not been
using rye bread or buckwheat cakes.

I found a deep gangrenous ulcer on the left breast, extend¬
ing from near the nipple toward the median line ; irregularin outline and about three inches in diameter. The margin
of the ulcer was a black color, the bottom being covered by
the characteristic ashy-gray coat. The healthy skin along
the margin of the ulcer was overhanging the underminingsoft parts. The whole gland was swollen, imparting a soft,
baggy sensation to the touch. The border of the ulcer was
a deep red color which gradually faded off into the natural
tint. The odor was very offensive and was that which is
characteristic of dead tissue. She stated that about ten
days previous to my visit she first felt a hard, tender lump
at this point in the breast, and feared it would prove to be
a small abscess, although the skin was not red over the
hard part. She could not remember a time when the gland
had been injured or bruised. As the hard nodule devel¬
oped, the skin immediately over it changed to a black color,
the discoloration gradually spreading from its center.

She had poulticed the breast for several days before I
saw it. I ordered that the child be weaned ; removed all
the dead tissue I could with forceps and scissors ; gave full
doses of muriated tincture of iron and quinin, and directed
her to have concentrated animal diet. The breast was to
be washed clean with bichlorid of mercury solution every
two hours, then to be covered with a charcoal and flaxseed
meal poultice. At the end of forty-eight hours the progress
of the disease had not been checked by this treatment, the
gangrenous surface was larger than the palm of a hand. I
now made daily applications of nitric acid, diluted one-half
with water, to the margin and under the overhanging skin.
Otherwise continued the former treatment. This checked
the progress of the disease in three days; but it was neces¬
sary to apply the nitric acid to a few small points where the
disease would begin to spread, for several days more. In
due time the diseased surface became covered with healthy
granulations and in six weeks, was entirely covered with
skin. Eighteen months later I attended her in her third
accouchement. The breast was then smaller than natural
and deformed by a large scar. Milk was secreted freely by
this gland after the confinement. The child nursed from
both glands for about twenty months and was then weaned.

I have searched quite extensively in medical liter¬
ature but have been unable to find a parallel case. I
find reports of cases in which the extremities, lungs
and pleura, tongue, pancreas, penis, vulva and mouth
were involved by idiopathic gangrene ; and other in¬
stances where it has involved wounds and other inju¬
ries, but have found no instance in which a healthy
mammary gland was involved.

The mammary glands are so well supplied with
comparatively large blood vessels, derived from dif¬
ferent parts of the arterial system, that it is surpris¬
ing to find destructive processes taking place in their
tissues without a special cause. They are supplied
with blood : 1, by branches of the internal mammary
artery direct; 2, by the long thoracic artery direct,
and by anastomosis with the internal mammary ; 3r
by anastomosis of the superior thoracic with the in¬
ternal mammary artery.

The blood is collected at the base of the nipple in
the circulus veinosus, and thence conveyed to the
axillary and internal mammary veins.

The causes of gangrene usually given are more or
less vague, especially when the exact process by
which the resulting death is produced is asked for.
The causes assigned are: 1, arrest or interference
with the nutrition of the part ; 2, atheromatous con¬
dition of blood vessels ; 3, obstruction in capillaries ;
4, obstruction in arteries; 5, obstruction in veins; 6,
diminution of cardiac power ; 7, diminution of vaso¬
motor energy ; 8, old age ; 9, severe bruises ; 10, in¬
tense inflammation; 11, debility from disease, as
cholera, typhus, typhoid, measles, diphtheria, ery¬
sipelas, scarlatina, exophthalmic goitre, dysentery,
anemia, diabetes and cerebro-spinal fever, all of which
are reported to have been connected as causes of gan¬
grene ; 12, in hospital gangrene, some specific infec¬
tion is supposed to exist. None of these causes
appear to be applicable to the case just reported.I find that authors give various shades of meaning
to the words, mortification, gangrene, necrosis and
sphacelus.

" When a soft part is dying, it is said to be in a
state of gangrene; and when dead, in that of sphac¬
elus."—Bryant, " Practice of Surgery."

" Gangrene is the arrest of the function of organic
life in a circumscribed portion of the soft parts of
the body, leading to complete death of the same."—
W. MacCormac, " Quain's Dictionary of Medicine."

" Gangrene is death of a part of the body from the
gradual or sudden arrest of its nutrition. It is usu-
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